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found that to higher age more prevalence of MSC complaints,
the group between 70-79 years old was the one that had a
higher MSC. When the Mexico states were dived for geographic
areas, the south’s states had a higher prevalence of MSC in 6 of
7 analyzed joints. The adjusted risk factors with a multivariable
model for lower limbs MSC were: sex 1.29 (1.17-1.44), age 1.33
(1.29-1.37) and overweight 1.23 (1.09-1.38); for upper limbs just
was age 1.31 (1.24-1.37).
Conclusions: 25% of Mexican population had some MSC and
potentially a rheumatic disease. Female had higher prevalence
of MSC. Lower limbs had higher prevalence in comparison with
upper limbs. Knee and the hand/wrist were the joints with greater
frequency of MSC.
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Purpose: Demand for total hip and knee replacement is increas-
ing as are wait times for surgery. Based on a partnership of
23 institutions (acute care hospitals, rehabilitation hospitals and
home-based service providers), a care pathway was desgned
to provide: 1) a seamless transition from the acute to rehabili-
tation sectors by pre-surgery streaming of patients to inpatient
or home-based rehabilitation; and, 2) to reduce length of stay
(LOS) in the acute care hospital and rehabilitation sectors. The
objective of this study was to determine if the WOMAC pain and
function outcomes and patient satisfaction were maintained after
the institution of the new standardized care pathway for people
undergoing primary hip or knee replacement (TJA).
Methods: Patients were streamed to inpatient rehabilitation pre-
surgery if they met two of the following criteria: inability to walk
15 minutes with a gait aid; active cardiac disease; or, limited
social supports. Rehabilitation destination and length of stay
were tracked for all primary TJA patients against bench marks
of minimum 50% discharged home from the acute hospital; %
achieving acute hospital discharge day 3 and 5 respectively for
inpatient and home-based rehabilitation; and, % achieving in-
patient rehab stay of 7 days or 8 home visits. Subjects were
recruited to the patient-based outcome evaluation pre-surgery
and completed the WOMAC. Follow-up WOMAC and satisfac-
tion questionnaires were completed 3 months after surgery. The
sample of 500 ensured that the 99% confidence interval (CI)
of the mean for each of WOMAC pain and function would be
within 2 and 5 points respectively of the results of a randomized
trial where TJA patients received home-based or inpatient reha-
bilitation. In the RCT, pain was 80 points for both home-based
and inpatient rehab and function was 72 and 71 for home and
inpatient rehabilitation respectively (where high scores represent
better pain relief and function).
Results: On average, greater than 50% of people have been
discharged home from acute care and over 50% of those receiv-
ing inpatient rehab have been discharged in 7 days, with 80%
discharged by day 10. Similarly, over 50% of patients streamed
to home-based rehabilitation were discharged from the acute
hospital by day 5 and met the benchmark for therapy visits. To
date, 279 of the participants have completed 3-month follow-up.
Of those discharged to inpatient rehab (n=112), average age
was 73.5 years and 73 were male. Those discharged home
(n=167) were average age of 66.5 years and 63 were male.
Those discharged home have mean pain and physical scores of
82.9 and 78.8% and those receiving inpatient rehab have pain
and function scores of 79.6 and 72.7%. These values are within
our a priori scores for outcome. Over 85% of individuals reported
satisfaction with the rehabilitation planning and care.
Conclusions: The patient outcomes based on WOMAC pain
and function are maintained and patients are satisfied with the
rehabilitation planning and care. This model of care has achieved
the goals of increasing the proportion of people discharged home
following TJA and decreased acute hospital and rehabilitation
LOS with increased system capacity for rehabilitation.
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Purpose: Prevalence of musculoskeletal hand conditions
such as osteoarthritis (OA), carpal tunnel syndrome (CTS),
Dupuytren’s contracture and trigger finger have previously been
reported. However the co-occurrence of these hand conditions
has not been studied in a community dwelling population of older
adults. We therefore examined the co-occurrence of hand OA
with other hand problems in this population.
Methods: Data were collected as part of the North Staffordshire
Osteoarthritis Project - Clinical Assessment Study of the Hand.
Consenting participants aged 50 years and over reporting hand
pain or problems in the previous twelve months (in a survey
questionnaire) were invited for a clinical assessment in a lo-
cal outpatient clinic. Assessments included questions on hand
symptoms (pain, aching, stiffness, pins and needles, numbness,
night symptoms, finger triggering), palpation of clinical features
(bony enlargement, swelling, joint deformity, muscle wasting,
palmar thickening, contractures) and specific clinical tests (e.g.
Phalens). Good inter-rater reliability of examination techniques
was established prior to the start of the study. Signs and symp-
toms were used to classify participants with hand OA (ACR
clinical criteria), CTS (clinical classification without nerve con-
duction tests, Birmingham, UK), Dupuytren’s contracture and
trigger finger. Participants were classified as having each con-
dition if it was reported on one hand alone (left or right) or on
both hands. Participants with inflammatory arthritis (Rheumatoid
Arthritis, Psoriatic Arthritis) were excluded using hospital records
and x-ray reports.
Frequency counts were used to determine the prevalence of
each of the four clinical conditions. To investigate the likelihood
of having an additional hand problem along with a diagnosis of
hand OA, odds ratios were calculated for the presence of hand
OA with CTS, Dupuytren’s contracture and trigger finger.
Results: Of 1369 participants invited to take part, 623 (46%)
attended the clinical assessment and there were 27 (4%) ex-
clusions. The mean age (SD) was 64yrs (8.2) and 62% were
female. The prevalence of hand OA in clinic attenders was 30%,
CTS = 45%, Dupuytren’s contracture = 26% and trigger finger
= 20%. For cases with a clinical diagnosis of hand OA, 59%
also had CTS, 22% had Dupuytren’s and 24% had trigger fin-
ger. Odds ratios for the association between hand OA and CTS,
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hand OA and Dupuytren’s, hand OA and trigger finger were 2.22
(95% CI = 1.54, 3.18), 0.72 (95% CI = 0.48, 1.09) and 1.48
(95% CI = 0.97, 2.27) respectively. These associations persisted
when age and gender were controlled for (odds ratios from the
logistic model 2.12, 0.78, 1.52 respectively). However adjusting
for chance co-occurrence using the cluster coefficient for the
association between hand OA and CTS reduced the association
to 1.30 (95%CI = 1.06, 1.58).
Conclusions: In a community dwelling population of adults aged
50 years and over with musculoskeletal hand problems, hand OA
was prevalent, with almost one in three classified using the ACR
criteria. CTS was another common condition and co-occurred
in 59% of participants with hand OA. However the likelihood
of having Dupuytren’s contracture and trigger finger was not
increased in participants with hand OA.
Further evaluation of the impact of hand OA and coexisting
musculoskeletal hand conditions in older adults is warranted and
will contribute to a greater understanding of the overlap in clinical
classification criteria and clinical presentation of such conditions.
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Purpose: To study the association of patient awareness of arthri-
tis diagnosis with health-related quality of life (HRQoL) and func-
tional limitation in osteoarthritis.
Methods: We mailed a survey to all veterans receiving health
care at Veterans Affairs (VA) Network with an in- or out-patient
encounter from 10/1/96 to 3/31/98. The survey included Short-
Form 36 for veterans (SF36V, a validated version of SF-36)
and questions related to functional limitation as measured by
limitation of six Activities of Daily Living (ADLs; bathing, dressing,
eating, transfer from chair, walking, and toileting), demographics,
current smoking status, and self-report of physician-diagnosed
arthritis.
Patients with osteoarthritis were identified by the presence of
International Classification of Diseases-9 code for osteoarthritis
diagnosis (715.xx) in VA databases, which also provided data on
demographics and presence of medical comorbidities.
The predictor of interest was patient’s awareness of their os-
teoarthritis diagnosis as indicated by self report (dichotomous).
ADL limitation was categorized as none, moderate (1-2 ADLs)
or severe (≥3 ADLs), as previously described. Unadjusted esti-
mates were obtained using t-test and chi-square tests. Multivari-
able logistic regression analyses were adjusted for demographic,
smoking status and comorbidity variables and examined asso-
ciation of patients’ awareness of arthritis diagnosis with odds
of severe (vs. none) ADL limitation; moderate (vs. none) ADL
limitation; and being in the worst quartile of physical or mental
component summary scores (PCS and MCS, respectively) of
SF-36V (worst quartile vs. others).
Results: The survey response rate was 58% (40,508/70,334).
P231 – Table 1. Association of Self-Awareness with Functional Limitation and HRQoL
ADL Limitation Severity Worst PCS Quartile Worst MCS Quartile
Univariate Analyses None Moderate Severe p-value p-value p-value
Self Awareness
No 41% 36% 23% <0.001 25% <0.001 23% 0.09
Yes 22% 41% 37% 41% 27%
Multivariate Analyses Odds Ratio (95% CI) Odds Ratio (95% CI) p-value Odds Ratio (95% CI) p-value Odds Ratio (95% CI) p-value
Self Awareness Ref. 2.2 (1.8, 2.7) 3.0 (2.3, 3.8) <0.001 2.1 (1.7, 2.6) <0.001 1.3 (1.0, 1.6) 0.048
Category for both comparisons
7,342 (10%) had an ICD-9 code for osteoarthritis. The mean age
(±standard deviation) was 67±13 years, 96% were men, 95%
were Caucasian.
Self awareness of arthritis diagnosis was associated with greater
ADL limitation, poorer PCS scores, but similar MCS scores in
unadjusted analyses (Table 1). Multivariable-adjusted analyses
revealed 2.2-3.0 times higher odds of moderate-severe ADL
limitation, 2.1 times odds of being in the worst PCS quartile and
marginally higher odds of being in worst MCS quartile (p=0.048)
in those aware compared to those not aware of their arthritis
diagnosis.
Conclusions: Awareness of arthritis diagnosis in patients with
osteoarthritis is associated with dramatically poorer physical
HRQoL and functional status. We postulate that the patients
with the most symptomatic/severe form of osteoarthritis are most
likely to seek attention for and be diagnosed with osteoarthritis
by physicians, which may be partially contributing to the trend
observed.
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Purpose: While previous studies have examined the relationship
between patient characteristics and physical health status up to
one year after total knee arthroplasty (TKA), little is known about
the effects of physical activity on long-term physical health. Thus,
the purpose of this retrospective cohort study was to determine
if physical activity after primary TKA for osteoarthritis (OA) was
a predictor of longer-term physical health status.
Methods: Patients, aged 25 years or older, who underwent pri-
mary TKA for OA within the past 2 to 15 years were included in
the study. Data on sociodemographic and clinical characteristics,
physical activity, and physical health status (i.e., pain, physi-
cal function, and role limitations) were assessed by structured
interviews and self-administered questionnaires. Clinical char-
acteristics included body mass index (BMI) and the American
Academy of Orthopaedic Surgeons’ Comorbidity Index (CMI).
Total physical activity (leisure and occupational activity com-
bined) and instrumental activities of daily living (IADLs) were
assessed in metabolic equivalent (MET) hours per week from
one year after TKA until the time of data collection using the
Historical Leisure, Modifiable Activity, and Yale Physical Activ-
ity Questionnaires. Current physical health status was assessed
using the Physical Component Summary score (PCS) of the
Short-Form Health Survey (SF-36 v1). Correlational analyses
were conducted to determine which sociodemographic and clin-
ical characteristics were associated with physical health sta-
tus. Multiple linear regression was performed to determine if
total physical activity or IADLs predicted physical health sta-
tus.
